the external damage may be very great and a large portion of the gluteal region torn away. The sphincter and lower portion of the bowel may be completely torn away, or the lumen opened on one side only. Again, with small missiles the sphincter may be intact and the lumen opened, or the tube.perforated above that muscle. The peritoneum may or may not be opened. The 
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Wallace: Rectal Wounds in the Present War by sutures. The question of colostomy must be considered and its expediency must be determined by the difficulty or ease of keeping the patient clean and comfortable. It will mostly be called for in those cases in which the whole lower segment of the bowel has been carried away and the torn end of the bowel lies, as it were, patent in the pelvis. In such a7case the lumen can be closed by sutures or a purse-string ligature, which will, at all events, tend to prevent contamination of the pelvis while adhesions are forming. A transverse colostomy is the operation of choice for two reasons: (1) If a permanent artificial anus is necessary the median transverse opening is most convenient both from the ease of cleaning and of fitting some sort of belt; (2) if the colostomy can be closed the freedom of the transverse colon greatly facilitates the operation.
(b) Under this heading it is convenient to consider both the rectum proper and the pelvic colon. Both portions are liable to be wounded, -along with small gut and the bladder. The injury to the small gut is likely to be severe and multiple, though in a few cases it escapes altogether. The lesion of the small gut must be dealt with in the usual way, and if not too extensive, and if no large quantity of blood has been lost, is less to be feared than the wound of the rectum itself. The rectum itself may be wounded extra-or intra-peritoneally, or both. The missiles that cause such injury take a transverse, antero-posterior, *or semi-vertical direction (providing the so-called "buttock wound"). If transverse, the entrance and exit wounds lie towards the posterior aspect of the buttocks, and whether the missile catches the extra-or intra-peritoneal surface of the bowel will depend upon the transverse plane traversed and on the obliquity of this plane to the transverse median plane of the body. An important point to remember is that a missile whose track, from a study of the entrance and exit wounds, seems likely to have passed posteriorly to the rectum, has possibly wounded this viscus. Antero-posterior missiles, again, may wound both bladder and rectum. If they are truly antero-posterior, the rectum -may be wounded on both surfaces; if somewhat oblique, the intraperitoneal surface may alone be caught. Again, the pelvic colon may be wounded by a missile traversing the pelvis, such wounds, of course, being intra-peritoneal.
I have been struck by the great variations in position of this portion of the bowel, which in some cases may lie on the small intestine in the pelvis, and at other times in the depths of the pelvic basin. The angle at which this loop is perforated .also shows that the plane of the loop varies greatly.
Treatment.-There will not be, as a rule, much doubt that an exploratory coeliotomy is the right procedure, but if a doubt should arise it is well to be on the side of operation; I refer more particularly to the transverse buttock wounds and the vertical buttock wounds, the lastmentioned having acquired an unenviable reputation in this War. The wounds of the pelvic loop may be small in size, so that suture meets the case. On the other hand, the destruction has sometimes been so great that an iliac artificial anus has been deemed the wisest course. Whether an extensive wound should be repaired depends upon the condition of the patient, and this is not likely to be good if a small intestine lesion has already been dealt with. Intra-peritoneal wounds of the rectum proper are best sutured, though in many cases it seems probable that great difficulty will be experienced, and that a Trendelenburg position isnecessary. The question of a transverse colostomy must be determined by the probability of the suture holding, and perhaps is a wise measure in most cases. If a retro-peritoneal wound is present a transversecolostomy with an opening up of the wound is the wisest course. A drain down to the lesion is to be recommended, as an infection is much to be feared; but this, as Sir George Makins has pointed out, is much more likely to form a local abscess than in the case of a small gut lesion. A simultaneous colostomy and a suprapubic drainage of the bladder is to be avoided if possible.
In conclusion, it can be truly said that a fatal result from septic infection is much to be feared although the lesion is small, apparently favourable, and the condition of the patient good. The infectivity of the rectum is well known to all surgeons. Fortunately, rectal wounds. do not form a large proportion of abdominal injuries. Among seventythree cases of great gut wounds there were only six cases of pelvic injury of the rectum proper, and only two of these were sent to theBase. There were, in addition, nine cases of suture of the pelvic colon, and of these five died.
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